MUCH has been written in recent years about the cause and origin of Pink Disease (Erythrodema Polyneuritica). It is only within the last twenty years that the condition has been recognised. It was thought to be a nutritional disorder due to lack of vitamin B, a variation of this being that it was due to lack of absorption of vitamin B. Later it was thought to be due to a virus and to have a slight degree of infectivity about it. A brief outline of the pathology is that there is a demyelinisation of the peripheral nerves. Secondly, there is a small round-celled infiltration of the -spinal cord; and thirdly, the skin changes which are hyperaemia and hyperkeratosis.
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In this article I want to present six cases. The first two will be written in full, and illustrate the possibility of the infectivity of the disease. The other four cases will be used in a very brief form to illustrate special points, firstly about the danger of intercurrent infection, and secondly the most successful way to treat these cases.
The first two cases were two cousins who, although living about thirty miles apart, were occasionally in contact with each other.
The first child was a boy aged eleven months just beginning to creep around the floor. He was always perfectly healthy up to this, and was on the heavy rather than the light side. He was breast-fed until nine and a half months old, and then gradually weaned. In this case the first sign was the photophobia. He had a marked loss of appetite, and eventually when he refused everything he had to be force-fed for six weeks. His hands and feet were pale, puffy, and pink. He was restless, irritable, and very difficult to nurse. There was a red macular rash, which was followed by desquamation on the hands and feet. The child had profuse sweating, especially about the head, and the sweating seemed to make the rash itchy. His temperature occasionally rose to 101°or 102°. His pulse was fast. There was considerable hypotonia, with a very definite loss of weight. Insomnia was a prominent sign, and sedatives such as chloral and bromide were useless. When he slept it was usually on his face with his knees drawn up. He was always ,thirsty, and his facial expression was that of misery.
The second child was aged seven months, and he d-iffered from Case I as follows: He had no photophobia whatsoever. His rash was more marked and seemed very itchy. His head was frequently retracted, and he had the characteristic arching of his back. There was a trace of albumen in his urine.
The most important part of the treatment of these two cases was good nursing at home. They were treated with all the vitamins, but vitamin B was not given until the third month, when a marked improvement was noticed. It was about five months until these two children were back to normal. The recommended treatment will be mentioned in the last two cases. The question about these two cases is, Was one infected from the other? I believe this to be the case. There was no family history of the condition having occurred before, and both children were very well looked after. There was no deficiency in their diet, but I think it was due to the child not being able to absorb the vitamin B that the condition arose. Next, I want to stress the importance of intercurrent infection. A child usually has Pink Disease between the ages of six months to two years. The younger they are, the worse the prognosis.
Case III was a girl aged five months weighing 9j lb. She was brought up to the extern department with a morbilliform rash. The eyes and nose had been running, and the child was thought to be recovering from measles. The child, however, became restless, and was brought back again a few days later. This time the mother seemed rather over-anxious. About three or four days later the characteristic signs of Pink Disease developed. The mother seemed very capable, so in view of the chance of infection in hospital, it was decided to let the mother nurse the child at home. She was given Betaxan injections; 1 c.c. on alternate days, but a week later the child returned having lost 1 lb. in weight. She had a temperature of 1050, with a fairly severe whooping-cough. The child was removed to the Fever Hospital, where she died four days later.
Case IV was a child aged seven months who had a typical history of Pink Disease. The rash, however, was more marked than usual and became infected. It was admitted to hospital with a temperature of 101.40. The child became gradually worse, with the temperature steadily going up. On the second night the temperature had reached 107.60. The child was simply tearing itself, and had to have splints applied. Sulphapyridine had no effect on the temperature, and the child went into a convulsion and died that night.
Cases III and IV demonstrate how fatal the disease becomes once intercurrent infection has set in. This makes one wonder where a case of Pink Disease should be treated, in hospital or at home. The answer to this question depends on the home conditions of the child. If it is from a good home, the child should be treated at home under the family doctor. If the home conditions are not good, the child will have a better chance in hospital, especially if the ward is divided into cubicles.
Case V was a girl aged ten months with the usual signs of Pink Disease. Her mother was a very capable person and took endless trouble with the child. She lived quite near hospital, and being in the summer, she was brought up on alternate days and kept out in the open air as much as the weather would allow. She was given 1 c.c. injections of Betaxan on alternate days, with one Aluzyme tablet three times a day. The restlessness was controlled with Soneryl 0.075 gm. six-hourly. Under this treatment the child recovered in about two and a half months.
Case VI was the most successful of all. The child was not from a very good home, and so it was admitted to hospital and nursed in a cubicle, with the cot lined with pillows to prevent unnecessary draughts and to keep the child from injuring itself against the sides of the cot. Silk was worn next to its skin to prevent irritation. He was a boy aged 1 year and 10 months who had been ill for about two weeks. He had the characteristic signs of Pink Disease, and was very ill.
His treatmenit consisted of (1) one tablet of Aluzyme three times a day, later increased to two tablets three times a day; (2) daily injections of 1 c;c. of Betaxan; (3) 50 mg. of ascorbic acid twice daily; (4) five minims of Adexolin t.i.d. In this case the restlessness was again controlled with Soneryl six-hourly. The child did not show much improvement for the first week, but after this the change was very marked. He was discharged from hospital a month later, fit and well, having been ill for six and a half weeks.
I am indebted to Dr. F. M. B. Allen for permission to publish details of four of these cases. IN the vast amount of literature which has accumulated on this subject, it is almost essential to hiave a short introduction. Such a book should have separated the wheat from the chaff, and there should only be included the things which have come to stay. This publication fulfils these criteria fairly well. It is short, 182 pages, but no essential feature is forgotten. The foreword is written by Dr. J. J. Conybeare, who stresses the authors' point to seek "positive psychiatric evidence" earlier in the diagnosis. and not to delay until "all possible physical causes haVe been excluded." Chapters on atiology and symptomatology of mental disease are followed by an important contribution on psychiatric case-taking. This is good, and shows the help obtainable by a properly taken history. The chapter on treatment is not so full, but most of the lines of treatment are mentioned. Minute details of all treatments are naturally not given.
REVIEWS
Constitutional anomalies occupy a section in which intelligence tests are discussed, while the contribution on "organic syndromes" includes delirious states, Korsakoff's syndrome, organic dementias, and mental symptoms associated with vascular diseases.
One of the important features of this volume is the appendix on war-time psychiatry. The special needs of war examination, war clinical syndromes, psychiatric aspects of head injuries and treatment, are all included. This book may be recommended with confidence. PATHOLOGICAL HISTOLOGY. By R. F. Ogilvie, M.D., F.R.C.P., with foreword by A. Murray Drennan, M.D., F.R.C.P., Professor of Pathology, Edinburgh University; and 235 Photomicrographs in colour by T. C. Douds. Pp. 411 + xi. Second Edition. Price 32/6. THE early appearance of the second edition is evidence of the popularity which this book has gained amongst students. The number of illustrations has been increased, whilst the quality of some of those in the previous edition has been improved. There are eighty additional pages of textual matter, which include a chapter on the Integumentary System. The high standard of the original coloured photographs and of their reproduction will continue to render this book of inestimable value to students in their histological studies. There is no other students' atlas so valuable. We feel, however, that if the atlas character of the book were to be expanded at the expense of the text, it would be even more valuable. The mediocre student especially is tempted to use the book as a text-book, rather than as the author intends, as a companion to a text-book. In doing so, he gains a point of view which is too exclusively anatomical.
